I write to express concern at the varied responses that I have had in relation to a recent question that I posed to a number of theatre practitioners working in the area of endoscopic surgery. My question was directly relating to the method that exists for the management of fluids used for irrigation during procedures especially in the areas of prostate and gynaecology surgery.
The responses were varied and inconsistent ranging from no fluid management by way of calculating a deficit, to a varied list of tasks such as using the white swab board or scrap paper to provide this information. None of my enquiries yielded an existing protocol in place in any of the hospitals where I made my enquiry.
What was apparent from the discussions that I had with individuals was that there was no knowledge gap in relation to the complications and the risks inherent in these types of procedures. Practitioners were aware of TURP Syndrome -glycine toxicity and the potential risks of generalised fluid overload.
What was inconsistent was the approach to providing ongoing information to the surgeon and anaesthetist relating to the irrigation fluid management input, output and deficit, and where the responsibility for this rested.
There was some consolation in the reality that at least practitioners for the most part were making some attempts to undertake this task, all be it rather 'hit and miss' in the majority of cases.
Whilst it is understood that very often the deficit will not add up to a perfect scientific calculation, a good rounded estimate is better that no information at all. Therefore, even in the event that there are no national/ hospital protocols in place which outline the requirements for practitioners to keep account of the irrigation fluids used, and an ongoing estimate of the fluid deficit, it is obvious that giving the vast majority of perioperative staff are aware of the implications of fluid overload and general toxicity, that we should as a matter of course provide an ongoing count of total irrigation fluid used and what the output is, reflecting the deficit which is a crucial piece of information in terms of managing the patient safely. It is my belief that as professionals, accountable for our actions, we should be providing evidence of this having been recorded and communicated to the surgeon and anaesthetist.
All comments will be greatly appreciated. 
Mona Guckian Fisher

